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 Medical errors and adverse events in healthcare resulting in serious patient harm have a 
substantial impact on patients, families, healthcare providers, and healthcare organizations 
(Coughlan, Powell and Higgins 2017, Dukhanin et al., 2018). When adverse events occur, the 
patient and often family members are the “first victims.” However, less attention is given to the 
healthcare providers known as the “second victims.” Eighteen years ago, it was estimated that 
medical errors resulting in death had an incidence of 44,000-98,000 (Coughlan et al., 2017, 
Makary and Daniel 2016). However, the 1999 Institute of Medicine (IOM) report To err is 
human: building a safer health system, is limited and outdated (Makary and Daniel 2016, 
Coughlan et al., 2017).  The most recent data on medical errors provides a mean rate of 251,454 
deaths per year; making medical errors the third leading cause of death in the United States (US) 
(Coughlan et al., 2017, Makary and Daniel 2016).   
 The Institute of Medicine’s (IOM) report on medical mistakes, To Err is Human, 
identified the high number of patient deaths as a result of preventable medical errors in 
healthcare organizations (Kohn & Corrigan, 2000). The IOM report called for a 50% reduction in 
medical errors over a 5-year period (Kohn & Corrigan, 2000; Blendon et al., 2002; Stelfox, 
Palmisani, Scurlock, Orav, Bates, 2006). The release of To Err is Human received a lot of 
attention from both the public and healthcare community (Blendon et al., 2002; Stelfox, 2006).  
The overall goal of the IOM report was to decrease the amount of medical errors by improving 
patient safety efforts (Kohn & Corrigan, 2000; Blendon et al., 2002; Stelfox, 2006). The message 
in To Err is Human was that preventing death and injury from medical errors requires dramatic, 
systemwide changes (Kohn & Corrigan, 2000). Governmental agencies, professional groups, 




accrediting organizations, insurers, and others quickly responded with plans to define events and 
develop reporting systems (Blendon et al., 2002; Stelfox, 2006). Much time, efforts, and federal 
funding was brought forward in an effort to change patient safety and outcomes in healthcare 
(Blendon et al., 2002; Stelfox, 2006). Healthcare organizations were put on the defensive. 
Organizations quickly recognized that individual accountability is necessary and yet imposing 
reporting requirements and holding people or organizations accountable do not, by themselves, 
make healthcare systems safer. 
 Three important themes emerged from the IOM report: preventing, recognizing, and 
mitigating harm from error (Kohn & Corrigan, 2000; Blendon et al., 2002; Stelfox, 2006). The 
IOM committee recognized that simply calling on individuals to improve safety would be as 
misguided as blaming individuals for specific errors (Kohn & Corrigan, 2000; Blendon et al., 
2002; Stelfox, 2006). Healthcare professionals have routinely viewed errors as a sign of an 
individual’s recklessness or incompetence (Burlison et al., 2017; Denham, 2007; Levinson & 
Dunn, 1989; Wu, 2000; Wu & Steckelberg, 2012; Scott et al., 2009, 2010). As a result, rather 
than learning from such events and using information to improve safety and prevent new events, 
healthcare professionals began displaying difficulty admitting or even discussing adverse events 
or near misses (Burlison et al., 2017; Denham, 2007; Levinson & Dunn, 1989; Wu, 2000; Wu & 
Steckelberg, 2012; Scott et al., 2009, 2010).  Providers feared professional censure, 
administrative blame, lawsuits, or personal feelings of shame (Seys et al., 2013; Scott et al., 
2009, 2010). The IOM report called on Congress to create a National Center for Patient Safety 
within the Agency for Healthcare Research and Quality, to develop new tools and patient care 
systems that make it harder to do things wrong and easier to do things correctly (Kohn & 
Corrigan, 2000). However, despite the launch of the patient safety movement and the 




establishment of the National Patient Safety Goals, medical errors resulting in adverse events 
continue to occur throughout healthcare organizations (Joesten et al., 2015).  
 Healthcare providers are likely to experience emotional unrest repeatedly throughout 
their careers due to adverse events (Scott et al., 2009, 2010).  Even the most resilient healthcare 
providers are affected by adverse patient events, near misses, sentinel events, and other tragedies 
resulting in permanent harm or death from violence or trauma (Burlison et al., 2017, Scott et al., 
2010).  Facing unfortunate events when caring for patients in healthcare is a normal incident 
encountered by healthcare providers (Scott et al., 2009, 2010). However, many healthcare 
providers suffer when faced with unanticipated clinical events or medical errors (Scott et al., 
2009, 2010).  Involvement in adverse events leading to patient injury can leave healthcare 
providers traumatized with emotional distress.  Healthcare professionals frequently suffer in 
silence, experiencing feelings of anxiety, fear, anger, depression, guilt, isolation, and shame 
(Edrees et al., 2016a).  The emotional distress leaves healthcare providers feeling insecure about 
their professional competence which can lead to absenteeism, low morale, posttraumatic stress 
disorder (PTSD), and occasionally end in self-harm and suicide (Dukhanin et al., 2018, Edrees et 
al., 2016a, Coughlan et al., 2017). These healthcare providers are commonly referred to as 
“second victims” of adverse events (Wu, 2000; Coughlan et al., 2017; Scott et al., 2010). 
 Shortly after the release To Err is Human, the term “second victim” was first coined in 
2000 by Albert Wu (Coughlan et al., 2017, Scott et al., 2009). While acknowledging the 
importance that the patient must always come first, Wu also recognized the effect of adverse 
events of the healthcare provider who “are wounded by the same errors: they are the second 
victim” (Wu, 2000; Coughlan et al., 2017). Second victims were further defined by Susan Scott 
as a “healthcare provider involved in an unanticipated adverse patient event, medical error, 




and/or patient related-injury who become victimized in the sense that the provider is traumatized 
by the event” (Scott et al., 2009). Scott et al. (2009) explained that second victims commonly 
feel “personally responsible for the adverse patient outcome, as if they have failed their patient, 
second-guessing their clinical knowledge base and skills.” The effect of an adverse patient event 
from a medical error can have enormous emotional, personal, and professional drain on the 
second victim (Wu, 2000). 
 The impact of unintentional human error and system failures often results in patient harm 
or death. When these events occur, there are typically three victims identified (Seys et al., 2013). 
The first victim is described as the patient and their family (Seys et al., 2013; Denham, 2007). 
The second victim has been identified as the healthcare provider; including any individual who 
provides patient care services such as physicians, nurses, allied health clinicians, support 
personnel, students, and volunteers (Seys et al., 2013; Scott et al., 2010; Wu, 2000). The third 
victim refers to the organization; its response plan is to address the needs and potential loss from 
an incident (Denham, 2007; Seys et al., 2012; Conway J. et al., 2011). Although the impact of 
adverse events on patients, families, and overall organizations has created a movement in patient 
safety, the impact and support of healthcare providers is just beginning to be understood (Pratt et 
al., 2012).   
Problem Statement 
  Medical errors and adverse events are the leading contributors to patient harm in health 
care. It is estimated that one in seven patients will be affected by an adverse event, and that 
half of all clinicians will be involved in a serious adverse event at least once during their career 
(Seys et al., 2012). When a medical error or adverse event occurs, the needs of the patient and 
family become the immediate priority for healthcare organizations (Coughlan et al., 2017; Wu, 




2000). Healthcare providers are often left emotionally distressed by the event, suffering in 
silence (Dukhanin et al., 2018, Wu, 2000, Denham, 2007). These healthcare providers are 
commonly identified as the “second victims” of adverse events and may have lasting effects that 
persist for months or years afterward (White et al., 2015, Wu, 2000).  
Significance of Addressing the Problem 
 When a healthcare provider is not treated appropriately following an adverse event, a 
second victim experience can cause significant emotional and physical damage to the individual 
and subsequently compromise patient safety (Quillivan et al., 2016). The realization of making a 
harmful mistake leaves providers with feelings of anxiety, guilt, shame, and embarrassment 
(Joesten et al., 2015). Although healthcare providers would like to receive support and 
counseling from their employer after adverse events, many do not voice their needs for support 
to the organization (White et al., 2015).   
 While much work has been done from the initial launch of the patient safety movement in 
the early part of the twentieth century, there has been little emphasis on helping healthcare 
providers recover from an adverse event (Dukhanin et al., 2018; Edrees et al., 2016a; Scott et al., 
2009). After an adverse event, risk management has a responsibility to conduct an investigation 
and complete a root cause analysis to reduce the risk and financial loss of the organization 
(Edrees et al., 2016a). As part of this process, organizations need to provide institutional support 
to mitigate the distress experienced by the second victim.  The establishment of organizational 
dedicated peer support programs has been recommended by the Joint Commission and National 
Quality Forum (Joesten et al., 2015; Dukhanin et al. 2018). Presently, few organizations have 
established and successfully implemented peer support programs for second victims.  
 






 A systematic review of the literature yielded 30 articles. The articles were retrieved from 
medical, nursing, patient safety, and health quality journals. The literature focused on the 
definition and major components of second victim phenomenon, its prevalence and sequelae 
among healthcare providers and strategies for assessing, educating, and implementing a second 
victim program. The search strategy included the following terms and concepts: “second victim,” 
“second victim in health care,” “second victim in nursing,” “adverse events in health care,” 
“second victim in organization,” “adverse events in operating rooms,” and “risk management for 
adverse events.” Search engines used included Orbis Yale University Library Catalog, 
Cumulative Index to Nursing & Allied Health Literature (CINAHL), The Cochrane Library, 
Ovid, PubMed, EBSCOhost Research Databases, and Google Scholar. Articles were retrieved 
between April 10th, 2018 and June 1st, 2018.  Limits were set for full-text, English language, 
and publication date after January 1999. Each search was completed individually within each 
database, and retrieved sources were transferred to EndNote with article attachment. Additional 
resources included: The Joint Commission, and The National Quality Forum, American Hospital 
Association, and Medically Induced Trauma Support Services (MITSS). 
Synthesis of the Literature 
 In 1984, the first written article detailing a physician’s first-person account of a second 
victim’s experience from a medical error that resulted in significant and long-lasting 
psychological damage was published (Hilfiker, 1984). Hilfiker described his personal mistakes 
as a provider that resulted in patient harm and death. According to Hilfiker (1984), the climate of 
medicine made it nearly impossible to confront the emotional consequences of his own mistakes.  




The medical profession simply had no place for mistakes; no permission given for anyone to talk 
about errors, and no way of venting emotional responses (Hilfiker, 1984). Hilfiker further 
expressed concerns about the retributive culture in which it is unthinkable to acknowledge 
mistakes in the medical field (Hilfiker, 1984; Burlison et al., 2017). As a physician, Hilfiker saw 
the horror of his own mistakes, yet had no permission to deal with the enormous emotional 
impact; forcing him to repeatedly make decisions that could lead right back to an error (Burlison 
et al., 2017; Hilfiker, 1984). Hilfiker identified the need to find healthy ways to deal with 
emotional responses when errors occur (Hilfiker, 1984).  
The identification of Hilfiker’s experience led to the examination of an incident to not 
only the first-person affected but to those others involved or who may have witnessed the 
account. This led to the literature describing and highlighting second victim phenomenon and 
prompted a call to action for healthcare organizations to address the needs of healthcare 
providers involved in medical errors (Scott et al., 2009; Wu and Steckelberg 2012; Edrees et al., 
2016b; Joesten et al., 2015; Dukhanin et al., 2018; Edrees et al., 2016a; Seys et al., 2013; 
Shapiro, 2016; Burlison et al., 2017; Levinson, & Dunn, 1992; Levinson & Dunn, 1989).  
 In general, there is a lack of support for individuals who commit medical errors and even 
less so to frontline healthcare providers. A healthcare provider is any individual who provides 
patient care services i.e., nurses, physicians, allied health clinicians, support staff, students, and 
volunteers (Scott et al. 2009, 2010). Research has identified symptoms of a second victim 
phenomenon experience for healthcare providers. Feelings of guilt, anger, frustration, 
psychological distress, and fear are the most common psychosocial and physical symptoms of 
the second victim following an adverse event (Seys et al., 2013; Scott et al., 2009, 2010; Edrees 
et al., 2011).  In addition, frontline healthcare providers who witness or observe adverse events 




also experience and develop emotional and psychological symptoms. Most second victims 
struggle alone in isolation, both personally and professionally (Scott et al. 2010, Seys et al. 
2013). The second victim is often distressed by the impact of the error on the first victim (Scott 
et al. 2010, Seys et al. 2013). The reactions of second victims are influenced by the outcome of 
the error and their perceived degree of personal responsibility for the adverse event (Scott et al. 
2010, Seys et al. 2013).  However, despite healthcare providers expressing a desire for peer 
support systems to overcome their second victim experiences, most do not receive formal 
psychological support (Edrees et al., 2016a).   
 Throughout the literature, it is common for second victims to not to seek out assistance 
when incidents/adverse events occur (Burlison et al., 2018). There are numerous real or 
perceived barriers preventing physicians, nurses, and other healthcare providers from obtaining 
help after an adverse event. These barriers include: the fear about confidentiality, potential 
negative judgment by coworkers, and the stigma of using mental health services (Scott et al., 
2010, Edrees et al., 2016a). In addition, many fear the incidence of a malpractice suit or 
employment termination. Second victims often fear seeking help from formal organizational 
employee assistance programs and are more inclined to seek informal help from a colleague 
(Burlison et al., 2018). As a result, second victim peer support programs are beginning to be 
recognized as a necessity in hospitals across the country.  Second victim peer support programs 
need to be developed to break through the common barriers that commonly prevent healthcare 
professionals from getting the peer support they need (Burlison et al., 2018; Scott et al., 2010, 
Edrees et al., 2016a) 
 There is a continued need for healthcare organizations to provide support resources and 
implement programs to reduce or prevent the consequences of second victim experiences 




(Burlison et al., 2017). However, the implementation and maintenance of supportive 
interventions for second victims must be created and curated to the unique needs of the 
organization and its culture (Burlison et al., 2017). Currently there are only a few dedicated 
clinical support programs for second victims in the United States.  Three that have been 
established to support providers will be described below: Medically Induced Trauma Support 
Services (MITSS), University of Missouri Health Care (forYOU Team), John Hopkins Medical 
(RISE: Resilience in Stressful Events), and Brigham & Women’s (Center for Professionalism 
and Peer Support) (Scott et al., 2010, Edrees et al., 2016a).  
 MITSS was incorporated in 2002 by Ms. Kenney and Dr. Rick van Pelt. Ms. Kenney 
suffered an adverse medical event that changed her life forever (MITSS, 2017). On November 
18th, 1999, Ms. Kenney went in for what she considered a routine ankle surgery and suffered an 
adverse event from a regional anesthetic block which led to a grand mal seizure followed by a 
full cardiac arrest (MITSS, 2017). Dr. Rick van Pelt was the anesthesiologist at Brigham and 
Women’s Hospital that assumed care of Ms. Kenney that day, who administered the local 
anesthetic incorrectly. The events that transpired that day and the days that followed 
tremendously impacted both Ms. Kenney and Dr. Rick van Pelt (MITSS, 2017). Both patient and 
clinician were affected that day and had no support from the system that failed them both. After 
meeting with her surgeon, Ms. Kenney realized how this unexpected traumatic adverse event 
impacted the entire patient care team. It became very clear to Linda that more than likely, other 
patients and families as well as clinicians were not being emotionally supported following 
unexpected outcomes and medical errors (MITSS, 2017).  As a result, MITSS was created and 
incorporated June of 2002 out of the critical need to create awareness and educate patients, 
families, and healthcare community about the emotional impact following adverse events 




(MITSS, 2017).  The mission of MITSS is “To Support Healing and Restore Hope” to all those 
impacted by unexpected medical outcomes (MITSS, 2017). MITSS has become a leading force 
in the education and training to the healthcare community on medically induced trauma, the 
broad scope of its impact, and the crucial need for support services (Scott et al. 2017).   
  In 2003, Brigham and Women’s Hospital donated space for the first patient and family 
educational support group held in Chestnut Hill, Massachusetts (MITSS, 2017). This was a 
tremendous achievement for Brigham and Women’s Hospital after the event that changed the 
lives of both Linda Kenney and Dr. Rick van Pelt. After many years of not addressing the 
incident and the lasting impact of the second victim phenomenon to the healthcare providers 
involved in Linda’s case in 1999, Brigham and Woman’s activated change within their 
organization. The space donated provides a service that represents a mainstay of support to 
patients and families that encounter adverse events/outcomes within their organization.  
 On March 31st, 2009, the University of Missouri Health Care (MUHC) deployed an  
interprofessional peer support program for the second victim forYOU Team. The forYOU Team 
consisted of physicians, nurses, social workers, respiratory therapists, and other allied healthcare 
providers (Scott et al., 2009, 2010). The mission behind forYOU Team is that each event is a 
unique experience for the individual involved, often requiring individualized support. The 
research leading to the implementation of the forYOU Team, was conducted between 2007 and 
2009 to assess prevalence of the second victim phenomenon at MUHC.  MUHC, utilized the 
AHRQ-HSOPS survey instrument 
(https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/quality-patient-
safety/patientsafetyculture/hospital/resources/hospscanform.pdf) and added two pertinent 
questions (Scott, 2015).  The first question was, “In the last 12 months, were there any patient 




safety events that caused you personal problems such as anxiety, depression or concerns about 
your ability to do your job?” If the clinician responded “yes” to this question, then a subsequent 
question was asked: “Did you receive support from anyone within the MUHC system?” These 
questions were used to monitor MUHC second victim prevalence and associated perceptions of 
clinician support over time, and both have been incorporated as standard survey items for every 
MUHC culture survey (Scott, 2015). 
 The AHRQ-HSOPS survey was administered to MUHC healthcare clinicians in 2007, 
2009, 2012, and 2013 (prior to implementation of MUHC forYOU Team intervention, five 
months post-forYOU team deployment, three years post-forYOU Team deployment, and four 
years post-forYOU Team deployment). In addition, Scott and colleagues (2010) conducted three 
years of research to develop the stages of recovery for second victims. These stages include: 
chaos & accident response, intrusive reflection, restoring personal integrity, enduring the 
inquisition, obtaining emotional first aid, and moving on (Scott et al., 2009, 2010). Scott and 
colleagues (2010) also created a three-tiered model to facilitate the second victims’ transition 
through the six stages of emotional recovery. The YOU Matter program uses the Scott Three-
Tiered Interventional Model of Support for Second Victims, as follows (Merandi et al. 2017; 
Scott et al. 2010): 
• Tier 1: local unit/department support, providing one-on-one reassurance to second 
 victims. 
• Tier 2: consists of trained peer supporters, the patient safety team, and risk management 
 activation if the second victim requires further assistance. 
• Tier 3: results in expedited referral to ensure availability of professional 
 support/guidance as needed.  




 The Scott Three-Tiered Interventional Model of Second Victim Support can be accessed: 
https://www.muhealth.org/sites/default/files/Scotts_Three_Tier_Support.pdf.  Tier 1 education 
was provided by members of the multidisciplinary steering committee to the entire institution 
through presentations (Merandi et al. 2017; Scott et al. 2010). They provided information on 
ways to identify a second victim, providing essential support, and referral processes when higher 
levels of support are warranted (Merandi et al. 2017; Scott et al. 2010). Tier 2 support consisted 
of trained peer supporters (Merandi et al. 2017).  Tier 3 support included clinical psychologists, a 
team of chaplains, social workers, and Employee Assistance Program (EAP) resources (Merandi 
et al. 2017; Scott et al. 2010).  







Clinician experiences internal and external turmoil and may be in a state of 
shock in the midst of trying to both determine what happened and manage a 
patient who may be unstable or in crisis. Clinician is distracted and self-
reflected, needs others to take over. 
Intrusive 
Reflections 
Clinician experiences feelings of inadequacy, self-doubt, and loss of 
confidence. Clinician engages in continuous re-evaluation of the situation 




Clinician seeks support from trusted persons but may not know where to turn 
and may be fearful of how others will react. Unsupportive responses from 
colleagues can impair recovery, as they may intensify self-doubt and make it 
difficult for the clinician to move forward. 
Enduring the 
Inquisition 
Clinician braces for the institutional investigation, wonders about the impact 
on their job, licensure, and the potential for litigation. Clinician may be 




Clinician feels uncertain about who is safe to confide in due to privacy 
concerns and not wanting to expose loved ones to pain. In the study, most 
clinicians felt unsupported or under-supported, partly due to ambiguity around 
whom to approach and what can be discussed. 




Moving On Clinicians feel internal and external pressure to "move on," and in the study 
had three forms of doing so: 
• Dropping out: changing their role, moving to a different practice setting, or 
leaving their profession 
• Surviving: "doing okay" after acknowledging mistake, but having a hard time 
forgiving self, finds it "impossible to let go" 
• Thriving: making something good come out of the event 
Source: Scott SD, et al. Qual Saf Health Care. 2009;18:325-330. 
 
 Another exemplar is the model that exists at Johns Hopkins Hospital (JHH). In 2010, the 
JHH started examining adverse patient-related events reported and recognized a gap in the ability 
of the institution to provide consistent and timely support to second victims (healthcare 
providers) who are traumatized by patient adverse events (Edrees et al., 2016).  Leaders in 
clinical departments, risk management, and patient safety began examining the magnitude and 
significance of the problem, current infrastructure to support healthcare providers, and strategies 
to improve the system (Edrees et al., 2016).  This process led to the creation of RISE: Resilience 
in Stressful Events peer support program in 2011 (Edrees et al., 2016). The timeline for 
development took JHH over two years to launch a hospital wide program.  
 The four phases of the JHH RISE timeline implementation included: developing the 
RISE program, recruiting and training of peer responders, launching the RISE pilot in the 
Department of Pediatrics, and launching RISE hospital-wide (Edrees et al., 2016). A strength of 
the RISE program is that it was based on local staff perceptions of the second victim problem at 
JHH and existing external resources (the MITSS Toolkit for Building a Clinician and Staff 
Support Program, and the ForYOU Program established at the University of Missouri) (Edrees et 
al., 2016).  In addition, JHH also utilized quantitative and qualitative evaluation methods to gain 
a greater understanding of the local needs for a successful program implementation process 
(Edrees et al., 2016).   




 Despite their efforts, JHH encountered various challenges in the initial pilot launch of the 
RISE program within the Department of Pediatrics.  Challenges included: limited awareness of 
the importance of the second victim problem, overcoming staff concerns about the 
confidentiality of the service, and concern/risk of exposure to legal or disciplinary actions 
(Edrees et al., 2016).  The RISE program was supported by the hospital and utilized existing 
resources; solely relying on the voluntary efforts of hospital staff.  The financial limitations also 
reduced the capacity for formal mechanisms for data collection and monitoring (Edrees et al., 
2016). The greatest challenge for the success of RISE was getting staff member engagement 
(Edrees et al., 2016).  During the pilot study, RISE received a relatively low volume of calls and 
some callers were not truly aware of the program. As a result, JHH launched a hospital-wide 
effort to increase awareness of the problem of the second victim, the availability of RISE, and 
that it was beneficial and safe to use prior to full hospital implementation (Edrees et al., 2016). 
 The development and implementation of peer support programs is not an easy task. Each 
of the established programs encountered various challenges during the stages of development, 
recruitment, training/education, piloting, and hospital launch. In addition, each hospital 
developed a unique program to meet the needs of their organization while adhering to the 
recommendations set forth by the Joint Commission and the National Quality Forum (Edrees et 
al., 2016). Various states collaborated with local hospitals to develop specific guidelines for the 
implementation of second victim support programs. Therefore, the experiences of each hospital 
will vary depending on the size, teaching status, and rural location of the institution (Edrees et 
al., 2016).  
 Current second victim literature highlights descriptions of the well-known leading 
organizational peer support programs in the country.  However, there is limited information 




documented about the specific information that organizations used to develop a program as 
described above. In addition, there are limited evaluations of the feasibility, implementation and 
effectiveness of these support programs in the literature (Pratt, Kenney, Scott & Wu (2012). 
More importantly, there is a lack of evaluations on the second victim’s effective emotional 
recovery (years after support/treatment) (Scott et al., 2010 Krzan, Merandi, Morvay, & Mirtallo 
2015). The literature identifies the lack of this essential information as a gap in second victim 
research (Scott et al., 2010).  
 There is a demanding need for healthcare organizations to invest in support resources and 
programs to reduce the consequences of second victim experiences (Scott et al. 2010). 
Healthcare providers report a desire for peer or supervision support programs when adverse 
events occur.  However, most organizations do not offer formalized institutional support 
mechanisms after an adverse event, medication error, or near-miss event. The current literature 
surrounding second victim phenomenon is consistent with identifying the need to support second 
victims and offer full organizational support by implementing peer support programs.  
Organizational Overview 
 The Connecticut Association of Nurse Anesthetists (CTANA) was originally established 
under the Nonstock Corporation Act on the State of Connecticut on January 9th, 1989.  CTANA 
was established as a non-profit corporation, with the purpose of advancement of educational 
standards and practices to improve the art and science of anesthesiology and thereby support and 
enhance quality patient care (CTANA, 2019).  Furthermore, CTANA was established to 
facilitate effective cooperation between nurse anesthetists, anesthesiologists and other members 
of the medical profession, hospitals and agencies representing a community of interest in nurse 
anesthesia.  




 CTANA’s mission is to “be the recognized leader in anesthesia care, known for 
commitment to patient safety and CRNA practice (CTANA, 2019).” Certified registered nurse 
anesthetists (CRNAs) have been providing anesthesia care to patients in the United States for 
more than 150 years (AANA, 2020). CRNA services include pre-anesthesia evaluation, 
administering anesthesia, monitoring and interpreting the patient’s vital signs, and managing the 
patient throughout surgery.  Nurse anesthetists deliver comprehensive anesthesia care consisting 
of all accepted anesthetic techniques including general, regional (e.g., epidural, spinal, peripheral 
nerve block), sedation, local, and pain management. CRNAs collaborate with surgeons, 
anesthesiologists, dentists, podiatrists, and other qualified healthcare professionals to deliver 
safe, high-quality, and cost-effective patient care in virtually every healthcare setting (AANA, 
2020).  
 CTANA represents nearly 700 CRNAs and SRNAs (Student Nurse Anesthetists) in the 
state of Connecticut. CRNAs provide care in thirty two hospitals statewide and over twenty 
surgical centers/outpatient procedural care centers. Within most hospital settings, CRNAs 
provide care in the following sub-specialties: neurology, cardiac, vascular, pediatrics, plastics, 
orthopedic, obstetrics, and pain management. In addition, CRNAs hold various nonclinical 
positions across organizations, universities, and hospitals across Connecticut. CRNAs serve as 
researchers, educators, mentors, advocates, consultants, lawyers, and administrators.  
 The American Association of Nurse Anesthetists (AANA) is the professional association 
representing nearly 54,000 Certified Registered Nurse Anesthetists (CRNAs) and student 
registered nurse anesthetists nationwide (AANA, 2020). Since 1931, the AANA continues to 
deliver education and practice standards/guidelines, and provides consultation to private and 
governmental entities (AANA, 2020; Stone et al., 2016). In addition, the AANA is an advocate 




for CRNA concerning issues such as patient safety, access to quality healthcare services, 
wellness, scope of practice, and many other legislative and regulatory matters that impact CRNA 
practice at a national and state level (AANA, 2020; Stone et al., 2016).   
 The American Association of Nurse Anesthetists has an extensive history of providing 
peer support for its members (Stone et al., 2016). In response to an advocacy movement initiated 
by the American Nurses Association and American Medical Association in 1983, the AANA 
created the Peer Assistance Advisors Committee (PAAC) as an ad hoc Committee on Chemical 
Dependency for substance abuse (Stone et al., 2016).  Over the 37-year history, the committee 
has been committed to increasing the national awareness of substance use disorder, including 
best practices regarding treatment and recovery, and providing help for CRNAs and SRNAs in 
need. In 2002, the tragic death of the AANAs most recent past president Jan Stewart triggered a 
response on the overall professional well-being of CRNAs and SRNAs (AANA, 2020; Stone et 
al., 2016).  The AANAs wellness initiative that began in 2004 is now known as the Health and 
Wellness Program.  This wellness initiative began with the objectives of developing and 
executing functional strategies surrounding health promotion and the elements of wellness, 
balance, and self-care (AANA, 2020). 
 CRNA volunteers collaborate with the PAAC on key issues surrounding the various 
aspects of wellness and the importance of personal health lifestyles for anesthesia professionals 
on a state level.  The role of the CRNA volunteer is known as the State Peer Advisor (SPA).  
SPAs are CRNA volunteers appointed by the AANA to provide helpful peer support and 
information to CRNA/SRNA in need of assistance (AANA, 2020; Stone et al., 2016).  SPAs are 
required to complete training from the AANA and are provided with the Peer Support Response 
Tool (PSRT) to guide them when situations arise (AANA, 2020; Stone et al., 2016).   The 




support and resources available to CRNAs and SRNAs include workplace wellness (e.g. adverse 
events, bullying, fatigue, burnout, disruptive behavior), stress management, and physical and 
mental health are available to members at https://www.aana.com/practice/health-and-wellness-
peer-assistance (AANA, 2020).  However, the role of SPAs at the state level is primarily for post 
crisis follow-up related to substance use disorders. 
 Connecticut state association often hears about events that occur within the state that 
involve CRNAs/SRNAs and patient safety. The perioperative environment is a dynamic and 
stressful work environment within the delivery of safe patient care. Adverse events during 
hospital admission affect nearly one out of ten patients (de Vries et al. 2008). Since a large 
proportion of adverse events are surgically or medication related, interventions designed at 
supporting CRNA providers involved in adverse events could make a substantial difference in 
the healing of the second victim. Therefore, the CRNA and SRNA members of the Connecticut 
State Association of Nurse Anesthetists will be the focus of my project. 
Theoretical Framework 
 Donabedian is a conceptual model that provides a framework for examining health 
services and evaluating quality of health care (Gardner, Gardner and O'Connell 2013; 
Donabedian, 1988). Healthcare providers need to be taken care of after an adverse event in order 
to improve the quality of care and to sustain a culture of patient safety (Donabedian, 1988).  
According to this model, quality of care is dependent on three domains: “structure”, “process” 
and “outcome" (Gardner et al., 2013). The Donabedian model is a conceptual model where each 
aspect is influenced by the previous (Gardner et al., 2013).  Structure describes the context in 
which care is delivered, including hospital buildings, staff, financing, and equipment. Process 
denotes the delivery of healthcare between patients and healthcare professionals (Donabedian, 




1988).  Lastly, the outcome refers to the effects of healthcare on the health status of patients and 
populations (Donabedian, 1988). Translating the Donabedian model into second victim research, 
the domain “structure” involves the second victim support program that would be set in place as 
well as the organizational culture (Gardner et al., 2013). “Process” involves the influencing 
factors on the impact and recovery and “outcome” is the experienced impact and recovery of the 
health provider (Donabedian, 1988; Gardner et al., 2013).  
Overall Goal of the Project 
 Develop and host an educational conference on Peer Support Second Victim Program 
“Team HEAL” for Connecticut State Association of Nurse Anesthetists. The acronym of Team 
HEAL means: Healing Everyone Affected by Loss. 
Aims of the Project  
• To inform and educate all CTANA Certified Registered Nurse Anesthetists (CRNAs) and 
Student Registered Nurse Anesthetists (SRNAs) about second victim phenomenon.  
• Pilot and evaluate “Team HEAL” WebEx for all members of CTANA in the state of 
Connecticut.  













 Chapter three will focus on the methods implemented for the three aims. In addition, both 
the evaluation and analytic plan for implementation of the aims will be included. A brief 
description of the implications of the overall project for the intended population will be 
summarized. Lastly, a description of the immersion objectives and timeline will be provided at 
the end of the chapter.  
Goal:  
 Develop and host an educational conference on Peer Support Second Victim Program 
“Team HEAL” for Connecticut State Association of Nurse Anesthetists. The acronym of Team 
HEAL means: Healing Everyone Affected by Loss. 
Methods 
• Aim 1: To inform and educate all CTANA Certified Registered Nurse Anesthetists 
(CRNAs) and Student Registered Nurse Anesthetists (SRNAs) about second victim 
phenomenon.  
 The project leader will meet with the CTANA Board of Directors, Committee Chairs, 
Program Directors, and various Lead CRNAs in June of 2020 to review the current wellness 
platform.  This review of the current wellness platform will provide the project leader with an 
opportunity to gain an understanding of environment of safety throughout the state as it relates to 
CRNAs and SRNAs. Together as a board, we will meet monthly for continued safety updates 
and incident reviews.  
 The project leader will conduct an initial retrospective review of adverse events and 
incidents with the CTANA Board of Directors, Committee Chairs, Program Directors, Lead 
CRNAs, and SRNAs. For purposes of the retrospective data review, an adverse event will be 




defined as an injury that is due to a medical intervention.  It may or may not be an error, but is 
an undesirable outcome that results from some aspect of diagnosis or treatment, not an 
underlying disease process (MITSS, 2015).  Incidents will be identified as events that CTANA 
members have reported directly to their employer that do not meet the classification of an 
adverse or sentinel event. The importance of reviewing these reported incidents will highlight 
specific events that have impacted members emotionally but have not resulted in an undesirable 
patient outcome. The identification of various incidents will provide the project leader with 
valuable information to have a complete understanding of the events that have occurred and if 
any intervention/debriefing occurred for the members involved.  The initial review of events will 
capture various incidents that have occurred over the past year (May 2019-May 2020) that might 
have impacted staff members.  
 The project leader will assess the knowledge of the second victim phenomenon amongst 
the board of directors of CTANA.  The project leader will meet virtually with the board of 
directors to identify the ideal manner to survey and assess the current membership knowledge of 
the second victim phenomenon. Monthly staff meeting dates/times will be used to properly 
assess and provide members with an opportunity to bring forth personal experiences. Electronic 
surveys will be used to maximize member engagement (Appendix A). The MITSS Staff Support 
Survey will also be shared with members virtually (Appendix B) in June. During these 
designated meeting times, the idea behind the project, Team HEAL will be explained to the 
CTANA Board of Directors, Committee Chairs, Program Directors, Lead CRNAs, and SRNAs.   
 The project leader will meet with the CTANA Board of Directors, Committee Chairs, 
Program Directors, Lead CRNAs, and SRNA member representative to discuss the findings of 
both the Pre Team HEAL Pilot Staff Survey and the MITSS survey results. The project leader 




will then utilize the board meeting in August to formally educate the Board of Directors on the 
second victim phenomenon. Increasing awareness of second victim phenomenon will be an 
essential component for the success of this project. In order to properly educate the CTANA 
Board of Directors and Committee Chairs, a presentation on the second victim phenomenon will 
be given to the board. “HEAL-The Second Victim” will be presented to the entire Board of 
Directors in June 2020. It will be essential to utilize the information from the literature search 
along with key components of the MITSS toolkit in the development phase of the presentation 
(Appendix C). The beginning of the presentation will include an explanation of the project and 
the video https://www.youtube.com/watch?v=__vfmakmmE4, which described the event that 
initiated the creation of the MITSS organization. The project leader will explain and define the 
following in this presentation: 
• Adverse Event 
• Sentinel Event 
• Victims of Hospital Events: First, Second, Third 
• Importance of the second victim 
• Describe the impact on the second victim 
• Describe the importance of supporting the second victim 
• Explain Team HEAL (Healing Everyone Affected by Loss) 
 In addition, second victim informational hand-outs will be created and electronically 
distributed. Lastly, the importance of second victim phenomenon and Team HEAL will be a 
focus of discussion within the Board of Directors and open member monthly meetings. Without 
having direct contact meetings available, providing open member meetings will allow 
conversations to communicate about the importance of the second victim, it will be very difficult 




to get membership engagement.  
• Aim 2: Pilot and evaluate “Team HEAL” WebEx for all members of CTANA in the state 
of Connecticut.  
 The development of Team HEAL WebEx will be initiated by the project leader.  The 
project leader will incorporate resources from the literature to produce an approved WebEx. 
The Center for Patient Safety video on the second victim will be included in the WebEx 
presentation. This video is located at: https://www.centerforpatientsafety.org/second-
victims/. The project leader is required to have AANA approved WebEx objectives. The 
objectives for the WebEx are the following: 
Objectives 
 
• Describe the second victim phenomenon and high risk clinical events. 
• Describe the consequences of second victim trauma and its impact on patient care. 
• Describe the six stages of second victim recovery. 
• Identify existing and potential resources to develop a peer support team within your 
organization utilizing components of the Scott Three Tier model.  
In additional, the team leader is required to create a formal pre and post-test for AANA 
approval (Appendix D).  
 The Team HEAL WebEx will need to have formal approval by the AANA to provide 
members with a 2 continuing education units (CEU).  The team leader will utilize the 
assistance of CTANA’s educational chair committee to complete the AANA program request 
requirements. Ann Bassett, CTANA Chair of Educational Committee will facilitate the 
AANA submission and approval process. As Chair of CTANA’s Educational Committee, 
Ann is familiar with the AANA’s application requirements, process, and timeline for final 




approval. Program objectives, along with a pre/post-test must be submitted and provided in 
electronic form for AANA approval and final distribution to members.  As educational chair 
committee, Ann will be responsible for collaborating with CTANAs exam and evaluating 
processing service Express Evaluations.  Express Evaluations’ will be responsible for the 
pre/post-test design, processing, and final calculation our conference evaluations for member 
CEU credits.  The project leader will submit the pre/post-test questions to CTANA’s 
Educational Committee for final approval. CTANA educational program specific needs 
throughout this process will be handled by the Chair of the Educational Committee.  In 
addition, the Educational Committee Chair will serve as lead contact for any issues that 
might arise during the AANA approval process.  
 CTANA will provide membership WebEx marketing via CTANA’s website 
(www.ctana.com), social media platforms, along with email flyer via Constant Contact. All 
platforms will provide members with the WebEx registration link. The official WebEx Zoom 
Meeting invitation will be sent directly to members upon completed registration. The project 
leader will launch Team HEAL WebEx on September 12th, 2020 for pre-registered CTANA 
CRNA and SRNA members. CEU credits per AANA approval will only be available for 
CRNA members (Appendix E). Additionally, the CTANA Second Victim WebEx will only 
be available on a live Zoom Meeting, requiring registered attendees to complete both a pre 
and post-test along with a program evaluation for CEUs to be awarded by the AANA.  
• Aim 3:  Make recommendations for sustainability and scalability of the Team  
 
HEAL program for CTANA. 
 
 After the conclusion of the WebEx, the project leader will make recommendations to 
CTANA for the sustainability and scalability of the Team HEAL program for their 




organization. CTANA has requested a formal recommendation to meet the needs of its’ 
members and highlight the potential Team HEAL resources and services.  At this point, all 
CTANA Board of Directors and Committee Chairs have been educated on Team HEAL and 
the second victim. In addition, CTANA membership were provided the opportunity to 
participate in a Team HEAL WebEx, which enabled them to complete a pre/post-test, and a 
formal program evaluation.  Furthermore, the project leader has be provided the opportunity 
to examine the current CTANA member wellness platform and second victim resources. The 
team leader will review the pre/post-test and WebEx program evaluations prior to making a 
formal recommendation. A formal recommendation on sustainability and scalability will be 
produced and then distributed to the CTANA board of directors on Tuesday, December 8th, 
2020 (Appendix ). The team leader will also be prepared to provide the necessary steps for 
CTANA to successfully launch Team HEAL.  
Evaluation/analytical plan 
 The overall goal of this project is to develop and host an educational WebEx conference 
on Peer Support Second Victim Program “Team HEAL” for Connecticut State Association of 
Nurse Anesthetists.  
• Aim 1: To inform and educate all CTANA Certified Registered Nurse Anesthetists 
(CRNAs) and Student Registered Nurse Anesthetists (SRNAs) about second victim 
phenomenon.  
 The completion of Aim 1 will be accomplished by the project leader developing a Team 
HEAL educational WebEx for CTANA CRNA and SRNA members. The program will be 
developed utilizing the AANA approved objectives along with educational material from various 
established peer support resources (the MITSS Toolkit for Building a Clinician and Staff Support 




Program, and the ForYOU Program established at the University of Missouri, and the Center for 
Patient Safety).  The educational goals of CTANA for Team HEAL will also be included in the 
development of the WebEx. The project leader will work closely with CTANAs Educational 
Committee Chair and Executive Board during the development phase. The CTANA Board of 
Directors will be presented the Team HEAL material and will then be formally evaluated by the 
board with final approval. The project leader will work closely with the Board of Directors over 
a six month period (February 2020-August 2020) to accomplish the educational goals of 
CTANA to launch the educational WebEx in September 2020. 
• Aim 2: Pilot and evaluate “Team HEAL” WebEx for all members of CTANA in the state 
of Connecticut. 
 Team HEAL WebEx will be held on Saturday, September 12th, 2020. Pre and Post-test 
surveys for Team HEAL will be utilized to evaluate by CTANA members at the conclusion of 
the WebEx (Appendix). Results from the pre and post-test survey will be compiled to analyze the 
knowledge of the second victim phenomenon amongst CRNAs and SRNAs in Connecticut. The 
pre/post-test together with the WebEx program evaluation will be completed by Express 
Evaluations.  The results will provide the project leader with both quantitative and qualitative 
data information. The information received will allow the project leader to further assess the 
accomplishment of the overall goal and aim 1 of this project. The project leader will be able to 
conduct a comparison of a pre and post data of the Team HEAL WebEx implementation of a for 
final outcome measurement. The results should display an overall increase in member awareness 
and understanding of the second victim phenomenon. In addition, the information will provide 
qualitative feedback on the material presented and allow members to provide comments 
anonymously.  The collection of this data should support the need for a permanent organizational 




peer support program Team HEAL.  
• Aim 3: Make recommendations for sustainability and scalability of the Team  
 
HEAL program for CTANA.  
 Aim 3 will be completed by the project leader after receiving and reviewing the collected 
data from the Express Evaluations. The project leader as the expert on Team HEAL, will 
produce a formal recommendation on the sustainability and scalability of creating a second 
victim program for CTANA. It will be essential for the team leader to have a full understanding 
of the membership needs specific to peer support and second victim. In addition, the project 
leader will  summarize the current CTANA wellness platform and support services for the 
second victim for both CRNAs and SRNAs. The data collection will be shared with the CTANA 
Board of Directors and included in the overall report.  WebEx evaluations and program feedback 
should support the overall implementation of Team HEAL for CTANA.  
 In order for CTANA to launch Team HEAL, the project leader will outline the important 
aspects of the development and implementation phases to the Board of Directors. This includes 
and is not limited to Team HEAL development, funding, peer support selection/training, 
implementation, and continued evaluation. The project leader will also assist with CTANA peer 
supporter selection process. The project leader will provide CTANA with meet a formal 
description the role/responsibility of a Team HEAL Champion. Content field expert, Jenna M. 
Merandi, Pharm.D., MS, CPPS, Medication Safety Officer at Nationwide Children's 
Hospital provided guidance on the selection and training process and evaluation of peer support 
champions (Appendix D).Volunteers will need to be evaluated by CTANA Board of Directors 
utilizing a peer support champion application (Appendix E). Team HEAL peer support champion 
application will need to be approved by the CTANA Board of Directors. In addition, the project 




leader will provide CTANA with a formalized Team HEAL volunteer policy and agreement to 
review and sign (Appendix F). 
 Champions will be the trained content experts and immediate responders representing 
Team HEAL when events occur throughout the state of Connecticut. In addition, champions will 
have direct access and knowledge of the resources of CTANA’s Team HEAL. Members selected 
by Board of Directors will cover differentiating shifts. Team HEAL will provide members 
assistance, 24 hours a day, 7 days a week, 365 days a year.    
 Selected Team HEAL champions will be continuously evaluated on their support by 
feedback provided by their peers to the CTANA Wellness Committee Chair and Board of 
Directors.  A rating sheet will be provided by CTANA for champion evaluation. This will ensure 
that champions are upholding their role/responsibility as a Team HEAL champion.  The project 
leader will also provide CTANA with the educational and training support resources for 
champions of Team HEAL. Key components of peer support training will include: an overview 
of the second victim, stages of healing, support strategies, basic skill training for responding to 
second victims, active listening, conducting one-one interviews and how to provide referrals, 
legal services (legal services and confidentiality), small group work-role playing.  
 Additionally, the project leader will assist CTANA to develop a one-page flyer 
describing Team HEAL to distribute as an educational tool for all members. A standardized 
method for contacting Team HEAL members will be included on the flyer. The utilization of a 
primary phone contact number is ideal in the busy work environment of CRNAs and SRNAs.  
Implications 
 The term second victim refers to a health care provider that is involved in an 
unanticipated adverse event, medical error, or patient injury (Scott et al. 2009, Burlison et al. 




2017, Seys et al. 2012). The second victim often becomes victimized in the sense that the 
provider is traumatized by the event (Scott et al. 2009). The development and implementation of 
Team HEAL WebEx -a peer support second victim program will provide education to all 
CRNAs and SRNAs in Connecticut. In addition, the WebEx will provide CTANA with the 
recommendations for sustainability and scalability of the Team HEAL for the association.  
 Studies have shown that medical errors and adverse events can take a significant toll both 
physically and emotionally on providers. The formal implementation of CTANA Team HEAL 
will lead to improvements in outcomes after adverse events occur for those members involved. 
CTANA members will encounter a better second victim experience that will affect their overall 
well-being. As a result, there will be less compromise to patient safety with a provider that has 
been treated in a timely appropriate manner. Improved coping after patient safety events by an 
establish second victim peer support program will improve the overall patient safety culture for 
CRNAs and SRNAs by reducing second victim related trauma. 
Statement on Human Subjects 
 For the purposes of this project, the project leader has met with the Board of Directors of 
CTANA. This project was determined to be a quality improvement project, as it sought to 
increase awareness of the second victim and mitigate the impact of adverse events on CRNAs 
and SRNAs.  There was no use of identifiable personal or professional information for the 
qualitative or quantitative aspects of the pre/post-test surveys. Neither patient nor healthcare 
provider information will be utilized for the launch of Team HEAL WebEx. As as a result, the 
need for IRB approval/exemption is not necessary.  The key component for this project is to 
provide a second victim educational program to enhance learning and sharing amongst CRNA 
and SRNA members of CTANA.  






 The objective of the immersion is to pilot a WebEx on Team HEAL to both the CTANA 
board of directors and its’ CRNA and SRNA. The WebEx is designed to educate and assess the 
current needs of CTANA membership.  The aim of the immersion is to evaluate and recommend 
the sustainability and scalability of Team HEAL for the CTANA organization. 
Implementation 
 The immersion site was the CTANA organization and membership. Specifically, the 
project was targeted to both CRNA and SRNA members. The implementation phase consisted of 
the following: 
• Development of the WebEx Team HEAL presentation. This included pre-approval of 
program objectives, pre/post-test, and program evaluation. (June 2020-August 2020) 
• Pilot of the Team HEAL WebEx (September 12th, 2020). 
Evaluation 
 During the pre-registration and post WebEx period (July 2020-September 2020), data 
pertaining to second victim phenomenon and the Team HEAL WebEx were collected. The data 
was processed by Express Evaluations and sent to the CTANA Educational Committee Chair 
and project leader. Data collected included a pre/post-test along with qualitative Team HEAL 





























 The final chapter will be dedicated to the results from the implementation of the Team 
HEAL WebEx on September 12th, 2020. It will begin with a brief section on the organizational  
demographics, followed by results from the pre-implementation test (Appendix J), results from 
the post-implementation test (Appendix K), and the qualitative data (Appendix J & K) submitted 
with the program evaluation. Lastly, this chapter will include a discussion of the results, 
limitations, application for practice /dissemination, and recommendations on the sustainability 
and scalability of Team HEAL for CTANA.   
Demographic Information 
 Connecticut Association of Nurse Anesthetists (CTANA) consists of 696 active 
members. Currently, there are 116 SRNAs and 580 CRNAs registered members and 63 non-
member CRNAs in Connecticut. Over 72% of CRNAs in Connecticut are employed by a 
hospital organization, 14% are Independent Contractors, and the remaining 14% hold other 
employment arrangements (i.e. military, government, V.A.). Team HEAL WebEx was offered to 
all registered CRNA and SRNA members free of charge. Pre-registration for the WebEx was 
required for members to obtain 2 CEU credits. The total member registration was 101; 51 
CRNAs, 50 SRNAs.  
Pre-Implementation Assessment 
 All interested CTANA members were required to complete a Team HEAL pre-test with 
registration for the event. The pre-test was designed to gather information on the knowledge and 
resources available for CRNAs and SRNAs in Connecticut. The results of the pre-test provided 
the project leader with information on the knowledge and personal experience of the second 
victim phenomenon from CTANA members (Appendix J). Fifty-one percent of registered 




members had heard of the term second victim, and forty-nine percent had never heard of the 
term.  In addition, thirty-three percent had directly been involved in an event, whereas sixty-three 
percent had not been involved.  Only twenty-six percent of registered members were personally 
impacted by an event, and seventy-four percent were not. Seventy-four percent of the members 
are not aware of a peer support program within their organizations; however, eighty-eight 
percent of the members would utilize a resource if it was available to them. Lastly, the open 
comment responses provided the project leader with insight from CTANA members on the 
utilization of employer organizational peer support provided services.  
Post-Implementation Assessment 
 Upon completion of the WebEx, CTANA registered attendees were required to complete 
a post-test assessment (Appendix K). The purpose of the post-test was to provide the project 
leader with knowledge of the information gathered from the presentation and allow for open 
comments. After completion of the WebEx, sixty-four percent of the members were involved in 
a serious adverse patient event compared to thirty-seven percent of attendees when asked the 
same question in the pre-test. In addition, eighty-eight percent felt that support outside their 
organization should be offered. Ninety-four percent of registered attendees would utilize 
confidential support outside of their work environment. The open comment section is evenly 
shared with both pro and con comments utilizing outside peer support services.  
Discussion 
 The results from the pre and the post-test showed an increase in knowledge of second 
victim phenomenon and peer support. Although the WebEx was offered as a one part series and 
could definitely be expanded further, the majority of participants felt that they learned a great 
deal and could benefit from a state association Team HEAL peer support program. CTANA will 




be implementing a wellness program and increasing services offered to members in the 2021-
2022 plan. Based on the feedback from CTANA Board of Directors and members, there is a 
great opportunity to include Team HEAL peer support program.  Some WebEx participants were 
unsure of whether or not they would utilize any support services based on their personality and 
coping mechanisms, however the majority of participants felt that CTANA has the opportunity 
now to support their members by utilizing peer support.  The results from the pre and post-test 
support the need for CTANA to provide peer support member services. Team HEAL WebEx 
was just the initial step to educate CTANA Board of Directors and membership on second 
victim.  
Strengths  
 One of the strengths of this implementation was the design of the WebEx. Prior to the 
live WebEx event, participants were required to complete a pre-test with registration. While the 
population was small, each participant was able to anonymously provide comment and feedback 
to the project leader.  This provided the project leader with a great amount of information from 
the participants before the live event. In addition, the post-test design provided the project leader 
with information on participant knowledge, needs, and overall satisfaction.  
 The other strength of this project was the virtual accessibility provided members to attend 
the WebEx from any location with advanced registration. The WebEx accessibility allowed one 
hundred and one participants join the WebEx live and interact with the project leader. Lastly, the 
cost of the WebEx was relatively inexpensive. The project leader was provided the opportunity 
to collaborate with CTANA’s board, educational committee, and contracted vendors with no 
additional expenses. The relatively low cost of a WebEx was extremely beneficial for the 
members as the Team HEAL WebEx was offered free of charge courtesy of CTANA.    





 On December 8th, 2019, the first case of COVID-19 was recorded in China (Holshue et 
al., 2020).   Shortly after on January 20th, 2020, the first recorded case of COVID-19 in the 
United States occurred in the state of Washington (Holshue et al., 2020).  The Team HEAL 
implementation was initially placed on hold, but eventually needed to be redesigned. The project 
leader was unable to continue with the original planned implementation, and needed to quickly 
change the project implementation with the new restrictions of the COVID-19 pandemic.  
 As a result, the Team HEAL WebEx was created as the project implementation. The 
greatest limiting factor was that the project implementation could only be virtual and offered at 
one set day and time. Consequently, only one hundred and one members registered; the WebEx 
member participation was low relative to the total CTANA membership. In addition, the WebEx 
Team HEAL was only designed as one part series but could have provided CTANA with a more 
extensive WebEx if it had been designed with prior approval as a webinar series. Lastly, the 
project implementation occurred only on one day after the first surge of COVID-19. Many 
CTANA members were and continue to deal with many personal and professional changes and 
stresses as a result of the pandemic. Overall membership engagement and participation for the 
project implementation was greatly impacted by COVID-19.  
Recommendations 
 The project implementation was successful at measuring the knowledge and needs among 
the SRNA and CRNA WebEx participants. The implementation also provided an opportunity for 
members and the CTANA board to identify the current needs of the participating members. It is 
essential for CTANA to complete a needs assessment and survey all CTANA members to obtain 
a larger data set.  The data will provide CTANA with further information on the knowledge, 




needs, and or gaps in their current membership services. The WebEx pre and post-test provided 
an opportunity to allow members to anonymously comment to the project leader and CTANA 
board.  The data gathered provided insight to the effectiveness of the information presented 
during the WebEx. However, there is more research and information that should be collected to 
benefit a larger percentage of the CTANA membership.  
 CTANA is currently functioning without a Wellness Committee or a trained State Peer 
Advisor (SPA). It is essential for CTANA to collaborate with the AANA to facilitate the 
endorsement of a member into the SPA role. AANA provides training for all SPAs across the 
country which is extremely beneficial to the state association.  CTANA will also need to develop 
a wellness committee with their state endorsed SPA and other CRNAs and SRNAs.  The 
development of a wellness committee will provide members with an in-state local group of 
trained professionals and resources.   CTANA will need to identify through data collection what 
services are needed by membership.  The data collection will be essential for the overall 
development, mission, and identifying the services to offer by the CTANA Wellness Committee.  
 Team HEAL data from CTANA membership at large will be needed to specifically 
identify if peer support for second victims’ is desired.  CTANA will also need to assess the 
financial cost, risk, resources, time and overall goal for Team HEAL.  CTANA will need to 
develop the mission and objectives for Team HEAL.  The development of Team HEAL for 
CTANA will only be feasible with the strong wellness committee foundation. CTANA will need 
to seek volunteers and resources to create and launch Team HEAL. Lastly, it will be essential for 
the CTANA Board of Directors to understand the recommendations from the project leader on 
the scalability and sustainability of the Team HEAL program.   




 Scalability must be considered with the evolution of Team HEAL and peer support. 
CTANA must set realistic goals for Team HEAL in order for it to complete each stage and 
continue to grow to meet the predetermined scope and services. Given the diversity of work 
environments for CRNAs and SRNAs, CTANA will need to create a model in which Team 
HEAL will develop and serve its members. This includes the recruitment, training, pilot, and 
evaluation of Team HEAL.  CTANA and Team HEAL will need continuous evaluations from 
volunteers, stakeholders, and membership to properly assess the successful scalability for this 
program. It will be necessary for CTANA/Team HEAL to closely monitor membership and key 
stakeholders buy-in, feedback, and resistance.  If the environment of the CTANA becomes 
unwilling to take advantage and utilize Team HEAL, these factors will create an unfeasible and 
unsustainable peer support initiative. In addition, if Team HEAL is unable to accommodate a 
higher demand of program utilization, it will not be scalable. The scalability of Team HEAL is 
important to reach sustainability of launching a peer support program.  
 Sustainability of Team HEAL will be dependent on the scalability of the peer support 
program. Planning for sustainability will need to be initiated from the very beginning with Team 
HEAL. This will include the need to collect data to demonstrate program effectiveness. In 
addition, community advocacy and collaborative partnerships will need to be created to 
successfully create and provide the resources of peer support. Tools for sustainability of Team 
HEAL should include strategic planning, open communication, continuous data collection, 
support of members, and active engagement from CTANA Board of Directors.  
 Program sustainability of a new initiative will need to concentrate on supporting Team 
HEAL activities and infrastructure once the initial funding and launch comes to an end. 
Sustainability concerns are important for CTANA to consider from the beginning as 




discontinued programs are likely to disappoint membership and stakeholders and can result in 
future barriers of membership engagement. Achieving program sustainability will require time, 
commitment, and ongoing evaluation.  In addition, the sustainability of Team HEAL will be 
characterized by its ability to demonstrate positive results, engaged and committed leadership, 
and establishing a community of CTANA members that value the services of Team HEAL. 
Conclusion 
 Second victims are  healthcare providers who are traumatized after experiencing an 
unanticipated adverse event medical error, and/or patient related-injury (Scott et al., 2009). In 
order to support second victims, organizations should provide a dedicated support program for 
their members.  CTANA has an opportunity to develop Team HEAL to serve nearly seven 
hundred CRNAs and SRNAs working and providing patient care to residents living throughout 
the state of Connecticut.  Team HEAL can provide an opportunity to CTANA members to seek 
support and resources that they might typically underutilize by their employer.  Furthermore, 
Team HEAL will become the only program available for independent CRNAs working in 
Connecticut.  
 Providing a peer support program to CTANA members will reduce the typical barriers 
providers often face when attempting to access assistance through employment programs. These 
barriers include fear about confidentiality, potential negative judgment by coworkers, and the 
stigma of using mental health services will be eliminated with a non-employment peer support 
program (Scott et al., 2010, Edrees et al., 2016a). In addition, providers will have reduced fear of 
a malpractice suit or employment termination with the CTANA Team Heal program.  Team 
HEAL can directly improve access to much needed support to all CRNA and SRNA members. 
CTANA’s ability to recognize the seriousness of this problem and provide services to its 




members is the first step in successfully helping its members. The overall  mental and physical 
impact on providers after events will ultimately impact patient care and safety. CTANA has the 
opportunity to provide a service that can impact and prevent emotional and or physical harm to 
CRNAs and SRNAs. The importance of CTANA establishing Team HEAL cannot be 
emphasized enough during such difficult times and uncertainty in healthcare. Now is the time to 
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 Appendix A 
 
Team HEAL Pilot CRNA/SRNA Survey 
 
 
Questions Yes No Comments 
1. Do you know the 
definition of second 
victim phenomenon ? 
   
2. If so, is that as a result 
of a personal 
experience in an 
incident or adverse 
event? 
   
3. If you have experienced 
an incident or adverse 
event at work, were you 
offered any support or 
resources? 
   
4. Can you describe the 
common feelings of the 
second victim 
phenomenon? 
   
5. Have you filed an 
incident report of an 
incident or adverse 
event in the past year? 
















MITSS STAFF SUPPORT SURVEY 
In order to assess the support mechanisms currently in place at your institution for staff involved in 
or affected by serious adverse patient events, we would appreciate your assistance by filling out the 
attached anonymous, confidential survey. For purposes of this survey, we have defined serious 
adverse patient event as any unexpected, unanticipated incident that is not related to the patient’s 
underlying condition or reason for treatment that results in harm to the patient. The event may or 
may not be due to medical error. 
 
In the past 5 years, have you ever been directly involved in a serious adverse patient event?
 
Y  N  
(E.g.: member of team caring for patient who expires during care unexpectedly, etc.) 
 
If you have answered yes, please go on to the following sections regarding services or interventions 
relating to staff support. If you have been involved in more than one adverse patient event, please 
base your answers on your most recent experience. 
 Not Available 
For the services or interventions listed below, Found on my own  
please indicate their availability to you following the event: Offered After I Asked  
 Actively Offered  
For each line, please mark the one response that best reflects your experience  
Formal emotional support O O O O 
Informal emotional support O O O O 
Prompt debriefing, crisis intervention stress management (either for individual or for group/team) O O O O 
Access to counseling, psychological or psychiatric services O O O O 
An opportunity to discuss any ethical concerns you had relating to the event or the processes that were 
followed subsequently 
O O O O 
An opportunity to take time out from your clinical duties O O O O 
Supportive guidance/mentoring as you continued with your clinical duties O O O O 
Help to communicate with the patient and/or family O O O O 
Clear and timely information about the processes that are followed after serious adverse events 
(e.g. peer review committees, root cause analyses, preparation of incident reports) 
O O O O 
Guidance about the roles you were expected to play in the processes that are followed after serious 
adverse events 
O O O O 
Help to prepare to participate in the processes that were followed after the serious adverse event O O O O 
A safe opportunity to contribute any insights you had into how similar events could be prevented in the 
future 
O O O O 
Personal legal advice and support O O O O 





For other forms of support please see question 4 below 
For the services or interventions that were available to you following the event, 
please indicate whether you used any of them: 
Yes No N/A 
For each line, please mark one response that best reflects your experience 
Formal emotional support O O O 
Informal emotional support O O O 
Prompt debriefing, crisis intervention stress management (either for individual or for group/team) O O O 
Access to counseling, psychological or psychiatric services O O O 
An opportunity to discuss any ethical concerns you had relating to the event or the processes that were 
followed subsequently 
O O O 
An opportunity to take time out from your clinical duties O O O 
Supportive guidance/mentoring as you continued with your clinical duties O O O 
Help to communicate with the patient and/or family O O O 
Clear and timely information about the processes that are followed after serious adverse events 
(e.g. peer review committees, root cause analyses, preparation of incident reports) 
O O O 
Guidance about the roles you were expected to play in the processes that are followed after serious adverse 
events 
O O O 
Help to prepare to participate in the processes that were followed after the serious adverse event O O O 
A safe opportunity to contribute any insights you had into how similar events could be prevented in the future O O O 
Personal legal advice and support O O O 




For other forms of support please see question 4 below 
 
 
For the services or interventions that you used 








For each line, please mark the one response that best reflects your experience 
Formal emotional support O O O O O 
Informal emotional support O O O O O 
Prompt debriefing, crisis intervention stress management (either for individual or 
for group/team) 
O O O O O 
Access to counseling, psychological or psychiatric services O O O O O 
An opportunity to discuss any ethical concerns you had relating to the event or the 
processes that were followed subsequently 
O O O O O 
An opportunity to take time out from your clinical duties O O O O O 
Supportive guidance/mentoring as you continued with your clinical duties O O O O O 
Help to communicate with the patient and/or family O O O O O 
Clear and timely information about the processes that are followed after serious 
adverse events 
(e.g. peer review committees, root cause analyses, preparation of incident reports) 
O O O O O 
Guidance about the roles you were expected to play in the processes that are 
followed after serious adverse events 
O O O O O 
Help to prepare to participate in the processes that were followed after the serious 
adverse event 
O O O O O 
A safe opportunity to contribute any insights you had into how similar events could 
be prevented in the future 
O O O O O 
Personal legal advice and support O O O O O 
For other forms of support please see question 4 below 
 
 
Other forms of support: 
Were there were other forms of support that are not covered in the lists above that were offered to you, that you used, found 
useful or would have found useful? 
 
Are there any other types of support, not listed above, that you were offered, used, found 
useful, or think you would have found useful? 
 
Please describe briefly below and tick as many options as apply to the right: 






 O O O O 
 O O O O 
 O O O O 
 O O O O 
 O O O O 
 O O O O 
 O O O O 
 O O O O 
 O O O O 
 O O O O 
 O O O O 




 I do not 
know 
Please indicate your level of agreement or disagreement with the Strongly 
agree 
 












 Strongly Disagree  
 
Please complete all questions by marking the one response that best reflects your experience  
1. I was always clearly briefed about the ‘next steps’ in the hospital’s processes for following up after 
serious 
adverse events 
     
2. Memories of what happened to the patient kept troubling me for a long time 
after the event 
      
3. I worried a lot about what my clinical peers would think about me after 
the event 
        
4. I knew how to access confidential emotional support within the institution if 
I needed it 
       
5
. 
The hospital had a clear process through which I could report any concerns I had about patient 
safety without 
fear of retribution or punitive action 
     
6. I found it difficult to continue to practice effectively after the 
event 
          
7. I worried a lot about a lawsuit (or the possibility of one)           
8. I felt (or would have felt) embarrassed about seeking psychological support 
after the event 
      
9. My clinical colleagues provided meaningful and sustained support after 
the event 
        
10
. 
There were times when I felt less able to work safely and effectively because of what happened      
11
. 
My clinical line manager provided meaningful and sustained support 
after the event 
        
12
. 
For a while after the event I felt shunned by some of my clinical 
colleagues 
          
13
. 
My family and friends were the mainstay of my support after the 
event 
          
14
. 
I moved or seriously considered moving to another institution because of the event or what 
happened afterwards 
     
15
. 
I left or seriously considered leaving my profession because of the event or what happened 
afterwards 
     
16
. 
I was enabled to communicate appropriately with the patient and/or family after 
the event 
      
17
. 
There was a designated member of the organization who did a good job guiding me through the 
processes that 
are followed after a serious adverse event 
     
18
. 
I felt adequately supported by the organization and associated 
structures 
          
19
. 
I think that the organization learned from the event and took appropriate steps to reduce the chance 
of it 
happening again 
     
20
. 
I feared having to speak to the patient and/ or family           
21
. 
I had the opportunity to speak with the patient and/or family           
22
. 
I wanted to speak to the patient and/or family but was told not to 
do so 
          
23 I was supported/trained in how to disclose to the patient and/or           








Please provide some background details about yourself, and when and where the adverse event 
occurred. 
 
The adverse event occurred: 
Less than 1 years ago Between 1 and 3 years ago More than 3 years ago 
 
Since then, do you think support for clinicians involved in serious adverse events in the 
organization in which it occurred has: 
Improved: stayed about the same: got worse: 
 
Which of the following best describes your profession: 
Nurse Pharmacist Physician Other 
 
 
Thank you very much for your assistance in filling out this anonymous, confidential 
survey. We hope that the information you have provided will lead to 























I had extreme anxiety about disclosing to the patient and/or 
family 
          
25
. 
The organization ensured that the needs of the patient and/or family after the event were 
appropriately met 
     























































































































From: AANA Continuing Education <continuingeducation@aana.com> 
Date: Wed, Nov 11, 2020 at 3:59 PM 
Subject: AANA CE App Approved -- Prior Approved -- CE Program 
To: <ambcrna02@gmail.com> 
Dear Ann Bassett, 
 
The prior approval application submitted for the program "CTANA Annual Update 2020" provided 
by Connecticut Association of Nurse Anesthetists has been approved. Below please find the AANA 
prior approval statement for this program. This statement must be included on the certificate of 
completion that will be issued to participants and on any associated advertising for the program: 
This program has been prior approved by the American Association of Nurse Anesthetists for 2.00 
Class A CE credits; Code Number 1039605; Expiration Date 9/12/2020. 




Start Date End Date Class # 
9/12/2020 12:00:00 AM 9/12/2020 12:00:00 AM - 125699 - 
Important: 
Please review the critical information regarding CE credit reporting responsibilities and other critical 
information for you as a provider by accessing the CE Program Provider Responsibilities PDF online: CE 
Program Provider Responsibilities Please use the AANA CE Portal to see this and other course 
applications and approval information http://www.aana.com/ceportal, as well as to report CE credits 
earned for this program. 
 
Please forward any questions to the Continuing Education department at continuingeducation@aana.com 
 




Ann Carlson, MA 
Manager, Continuing Education 
American Association of Nurse Anesthetists / "Safe and Effective Anesthesia Care" 
222 S. Prospect Ave. / Park Ridge, IL 60068-4001 / Phone: 847-655-1190 / Fax: 847-692-7082 
acarlson@aana.com / www.aana.com/ 




    
Appendix F 
-----Original Message----- 
From: Renee Benfari <renee.benfari@gmail.com>  
Sent: Wednesday, March 06, 2019 11:36 AM 
To: Merandi, Jenna <Jenna.Merandi@nationwidechildrens.org> 
Subject: Passed DNP Project Proposal 
 




How are you? I wanted to update you that I have gone before the board at Yale and they have 
approved my DNP second victim program. However, I do have a few things to ask the expert!  
 
What tools did you use for choosing your peer support volunteers?  
 
How were you able to assess their readiness and ensure they had a full understanding of 
what their responsibility was?   
 
How did you educate them on confidentiality? Was there an educational component or 
contract volunteers provided?   
 
Did you have second victims evaluate champions on their experience?  
 







Hi Renee -  
 






Jenna M. Merandi, Pharm.D., MS, CPPS 
Medication Safety Officer 
Nationwide Children's Hospital  
700 Children's Drive 
Columbus, OH  43205 
Phone: (614)722-2092 









• What tools did you use for choosing your peer support volunteers?  
 
We had managers and supervisors select individuals and also allowed individuals to 
volunteer as long as they were approved by their manager/supervisor. 
 
• How were you able to assess their readiness and ensure they had a full understanding of 
what their responsibility was?   
 
They signed forms after completing the 4 hour training course. They did role playing at 
end of training as well. 
 
• How did you educate them on confidentiality? Was there an educational component or 
contract volunteers provided?   
 
Yes, they were educated and had lecture on confidentiality during the training.  We 
brought in legal as well and had them participate in the training.  They did sign a 
'volunteer contract' to become a peer supporter and responsibilities and duties of a peer 
supporter.  
 
• Did you have second victims evaluate champions on their experience?  
 
Yes, they would fill out evaluation forms after each training. 
 
• Is there anything in the literature or in MITSS toolkit that could help with these items? 
 
  I have not looked through these items, but imagine there has to be some help in the 
 MITSS tool kit.  We sell our materials and have them copyrighted because they were all 





















Team HEAL Peer Support Champion Application 
Individuals interested in pursuing membership in Team HEAL will be asked to complete this 
application for review by the CTANA Selection Committee.  
I. Personal Information  
Name ___________________________________________________________  
Address __________________________________________________________  
City ______________ State ____ Zip Code ____________  
Phone (Home/Cell) ____________ Phone (Work) ____________________  
II. Education Information  
Highest degree of education received _______________________________________  
Degree received __________________________________ Year_____________  
III . Employment Information  
Current title _________________  
Primary shift worked _________________ Clinical experience (years) ______________  
IV. Clinical experience  
What experience do you have in providing any of the following? (Include specific information 
about those experience s that are applicable to you )  
a. Individual Counseling/Coaching  
b. Small group work  
c. Stress Management  
d. Training or education in other areas (please specify areas)  
_____________________________________________________________________  
______________________________________________________________________  




Have you attended Team HEAL staff education meetings?  
____________________________________________________________________  
______________________________________________________________________  
_____________________________________ _________________________________  
Why would you like to become a peer support champion for Team HEAL? 
_____________________________________________________________________  
______________________________________________________________________  
Comments or additional information you would like us to know about you to aid in the Team 
HEAL selection process.  
_____________________________________________________________________  
_____________________________________________________________________  
I would like to be considered for peer support champion for Team HEAL.  
Applicant’s Signature __________________________ Date ______________________  
I endorse this applicants request to become a peer support champion for Team HEAL. 





























The Team HEAL goal is to help healthcare providers understand what is known about the second 




Second victims are healthcare team members involved in an unanticipated patient event, in a 
medical error and/or a patient related injury who become victimized in the sense that the team 
member is traumatized by the eve nt. Frequently, these persons feel personally responsible for 
the patient outcome and may feel as though they have failed the patient, second - guessing their 




Team HEAL is available to all members of Connecticut State Association of Nurse Anesthetists 
experiencing normal stress reactions to unanticipated patient events/outcomes. These 
CRNA/SRNA members may be experiencing a second victim phenomenon.  
 
Team HEAL was created to:  
 • Increase institutional awareness of second victim phenomenon;  
 • Provide consistent and targeted system - wide support;  
 • Support individuals/team members following unanticipated events;  
 • Provide additional resources for leadership and management teams.  
 
GENERAL INFORMATION:  
1. Team Overview  
 
Team HEAL provides a form of ‘emotional first aid’ specifically designed to provide 
crisis support and critical incident stress management interventions for health care events 
that are emotionally challenging and stressful.  
 
2. Team Sponsorship and Structure  
 
A. Team HEAL is supported by CTANA.  Coordination of team activities is the 
responsibility of the team leader with the coordination of  CTANA Wellness 
Committee.  
   
 B. Team structure consists of the following:  
 • Team Members – Peer Supporters  
 • Team Mentors   
 • Facility Team Lead (Managers)/SRNA Program Directors 




 • Team Coordinator  
 • Executive Sponsor/Team Champion  
 
 
3. Team Interventions  
A. Team HEAL interventions are based on supporting second victims.  
B. Peer to peer support assignments will be matched to facilitate similar professional 
 types working together when possible.  
C. Confidentiality of services is essential for all team members.  
D. Team HEAL services will be available as a staff benefit on an as needed basis 24 
 hours/day seven days/week via phone  
E. Team HEAL interventions are voluntary and will NOT be required, mandated or 
 forced upon any CRNA/SRNA member.  
F. Team HEAL will provide the following interventions:  
• Critical Incident Stress Debriefing - One on one peer support  
• Team Debriefings – Team meetings to discuss event facilitated by  
 trained facilitators.  
• Staff referral – Referral to additional care professionals are available  
 on an as needed basis.  
 
TEAM GUIDELINES:  
1. Referrals can be initiated in a variety of ways:  
• Team HEAL member initiation - Team members support  
 colleagues exhibiting signs/symptoms suggestive of second  
 victim/wounded healer phenomenon.  
• Self-referral - Individuals can initiate supportive interventions as  
 they feel necessary.  
• Management/Faculty referral - Supervisory personnel can  
 activate Team HEAL on behalf of CRNA/SRNA.  
2. General Responsibilities for a Team HEAL Member:  
• Serve as confidential resource for faculty/staff to discuss response  
 to stressful clinical events.  
• Serve as content experts on the second victim  
 phenomenon.  
• Confer with team lead or team coordinator to determine  
 appropriate referral as needed.  
• Fulfill expectations of the Team HEAL membership.  
B. Immediate Interventions for CRNA Manager/Lead, SRNA Faculty:  
 Identify clinical staff involved in potentially stressful events.  
 Consider time away from clinical environment if indicated. Contact Manager for 
 staffing options.  
 Reaffirm confidence in staff .  
 Maintain open line of communications with CRNA/SRNA(s).  
 Activate Team HEAL as indicated  
C. Evaluation of Activation and Intervention  
 Activities will be monitored and evaluated by team leaders.  




 Interventional outcome data will be monitored and aggregated with regular reviews.  
 
D. Protection of Second Victims  
 Team HEAL interventions will be maintained in strict confidence.  
 The focus of team interventions should be on the provider and not on the details of the 
 case.  
 Team HEAL members will not maintain any personal notes about the services offered 
or any information specific to the team event.  
 










































Team HEAL Pilot Staff Support Survey 
Questions Yes No Comments 
1. After an adverse event 
or incident, did a 
member of Team Heal 
speak to you? 
   
2. Were you given the 
opportunity to freely 
discuss the event that 
impacted you and your 
personal well-being? 
   
3. Did the Team HEAL 
peer support champion 
engaged in a 
confidential 
conversation and 
provided you with 
further resources? 
   
4. Was the Second victim 
phenomenon explained 
to you and do you 
understand how the 
adverse event/ incident 
may have direct impact 
on you? 
   
5. Did Team HEAL 
members act 
professional and 
provide you the help 
you needed? 
   
6. Would you recommend 
Team HEAL to a peer? 
   
7. Would the hospital 
benefit from a 
permanent peer support 
second victim 
program? 
   
8. Is there anything you 
would change from 
your experience with 
Team HEAL? 
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